
 

 

Thank you for choosing to participate in the Alabama Medicaid Program. The Alabama Medicaid Agency and EDS 
appreciate your interest in the Medicaid Program, and welcome the opportunity to work with you to provide health 
care services to Alabama Medicaid recipients. 

About the Uniform Application Secondary Packet 
The Uniform Application Secondary Packet is only applicable to providers who have submitted to EDS a copy of the Blue Cross 
Blue Shield Uniform Provider Application.   

The application packet contains the following: 

Basic Secondary Application Material (To be completed by all providers) 

Alabama Medicaid Provider Enrollment Application 
Alabama Medicaid Provider Agreement 
Section VI – Signature Page 

Additional Enrollment Forms 
(To be reviewed by all providers and completed as applicable) 

W-9 Taxpayer Identification Number Request 
Electronic Funds Transfer Authorization Agreement 
EPSDT Agreement 
Plan First Enrollment Form and Participation Agreement 
Statement of Compliance (Two Copies) 

Reference Materials  
(Helpful information that can assist you in completing the enrollment application) 

Check List of Required Forms 
Contact List 

How to Complete the Application  
1. Complete the Alabama Medicaid Provider Enrollment Application.  Please type or print legibly using black or blue ink only. 
2. Read, complete, and sign the Alabama Medicaid Agency Provider Agreement form. 
3. Review all pages of your enrollment application carefully and include any applicable attachments. 
4. Review the forms in the Additional Enrollment Forms section to determine which apply to you.  All providers must complete at    

a minimum, the W-9. Other forms may be required, depending on the provider’s circumstance, such as the EFT Form.  Read 
the purpose of each form to determine whether you should complete the form and return it with the application. 

5. Review the Required Forms Check List located in the Reference Materials section to ensure you have completed your 
application correctly and have included all required attachments. 

6. Make a copy of the application for your files. Send the original application to: 
 

 
 
 
 
 
 

EDS Provider Enrollment  301 Technacenter Drive Montgomery, AL 36117 
OR 

EDS Provider Enrollment P O Box 241685 Montgomery, AL 36124 
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ALABAMA MEDICAID PROVIDER TYPE AND SPECIALTY 

IDENTIFICATION FORM 
Please circle the appropriate provider type (circle only one) and specialty codes (circle up to five) to ensure proper 
enrollment.  Specialty EQ is used to designate those provider types covered only for EPSDT referred services 
and Qualified Medicare Beneficiaries.  For assistance in choosing the appropriate provider type, please refer to 
Alabama Medicaid Participation Requirements. 

PROVIDER TYPE SPECIALTY 

28 AMBULATORY SURGICAL CTR 020 AMBULATORY SURGICAL CENTER 
520 LITHOTRIPSY 

20 AUDIOLOGY/HEARING SVCS 200 AUDIOLOGY 
57 CHILDREN’S SPECIALTY CLINICS 560 EPSDT SCREENING (Must submit CLIA certification.  Must complete 

EPSDT Agreement.) 
015 CHILDREN’S REHAB SERVICES  
850 SPARKS REHAB CENTER  (Required if working for Sparks) 
990 HEMOPHILIA  (CRS) 
273 ORTHODONTIA  (CRS) 
995 RADIOLOGY CLINICS  (CRS) 

15 CHIROPRACTOR 150 CHIROPRACTOR 
600 QMB/EPSDT 

10 ANESTHESIOLOGY 101 ANESTHESIOLOGY ASSISTANT 
09   CRNA 094 CRNA 
27 DENTIST 271 GENERAL DENTISTRY 

299  MOBILE PROVIDER (Must provide certification) 
62  DENTIST / ORAL SURGEON 272 ORAL & MAXILLOFACIAL SURGERY 
25 DURABLE MEDICAL EQUIPMENT  250 DURABLE MEDICAL EQUIPMENT/OXYGEN 
56 FEDERALLY QUALIFIED HEALTH CENTER 093 CERTIFIED REG. NURSE PRACTITIONER  

080 FEDERALLY QUALIFIED HEALTH CENTER 
560 EPSDT SCREENING  (Must submit CLIA certification.  Must complete 
EPSDT Agreement.) 
095 NURSE MIDWIFE 
100 PHYSICIAN'S ASSISTANT 
271 GENERAL DENTISTRY 
180 OPTOMETRY 
299  MOBILE PROVIDER (Must provide certification) 

22 HEARING AIDS 220 HEARING AID DEALER 
05 HOME HEALTH 050 HOME HEALTH 

361 PERSONAL CARE 
06 HOSPICE 060 HOSPICE 
01 HOSPITAL 
 
 
 
 
 
03 SWING BED HOSPITAL  
(Skilled Nursing Beds) 

540 EXTENDED CARE HOSPITAL  
010 GENERAL HOSPITAL 
011 INPATIENT PSYCHIATRIC HOSPITAL Over 65 
017 INPATIENT PSYCHIATRIC HOSPITAL Under 21 
520 LITHOTRIPSY 
292 MAMMOGRAPHY (Must provide certification) 
530 ORGAN TRANSPLANTS 
035 SWING BED HOSITALS 

28 INDEPENDENT LABORATORY 550 DEPT OF PUBLIC HEALTH LAB 
280 INDEPENDENT LAB  

09 INDEPENDENT NURSE PRACTITIONER 560 EPSDT SCREENING  (Must submit CLIA certification.  Must complete 
EPSDT Agreement.) 
092 FAMILY PRACTICE 
730 NEONATOLOGY 
093 NURSE PRACTITIONER (Required Specialty) 
090 PEDIATRICS 
(Independent Nurse Practitioners must select 093 as well as either 092, 
730 or 090 specialty code.) 
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SPECIALTY PROVIDER TYPE 
29 INDEPENDENT RADIOLOGY 292 MAMMOGRAPHY (Must provide certification) 

327 NUCLEAR MEDICINE 
570 PHYSIOLOGICAL LAB (INDEP. DIAG. TEST. FAC) 
291 PORTABLE X-RAY EQUIPMENT 
290 RADIOLOGY 
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03 INTERMEDIATE CARE FACILITY 035 INTERMEDIATE CARE FACILITY 
11 MEDICARE CROSSOVERS ONLY 116 MEDICARE/MEDICAID CROSSOVER ONLY 
99 NON PROVIDER 999 NON MEDICAID PROVIDER 
09    NURSE MIDWIFE 095  NURSE MIDWIFE 
19 OPTICIAN 190 OPTICIAN 

18    OPTOMETRIST 180 OPTOMETRIST 
59 OPTICAL DISPENSING CONTRACTOR 870 OPTICAL DISPENSING CONTRACTOR 

24 PHARMACY 241 GOVERNMENTAL 
242 INSTITUTIONAL  
240 RETAIL PHARMACY 

31 PHYSICIAN 
13 PHYSICIAN (COUNTY HEALTH DEPT.)  
57 PHYSICIAN (CHILDREN’S SPECIALTY 

CLINICS) 
58 PHYSICIAN (RHC) 
56 PHYSICIAN (FQHC) 

310 ALLERGY/IMMUNOLOGY 
311 ANESTHESIOLOGY 
312 CARDIAC SURGERY  
313 CARDIOVASCULAR DISEASE 
740 COCHLEAR IMPLANT TEAM 
750 COLON AND RECTAL SURGERY 
314 DERMATOLOGY 
760 EENT 
315 EMERGENCY MEDICINE 
770 ENDOCRINOLOGY 
560 EPSDT SCREENING (Must submit CLIA certification.  Must complete 

EPSDT Agreement.) 
316 FAMILY PRACTICE 
317 GASTROENTEROLOGY 
271 GENERAL DENTISTRY 
318 GENERAL PRACTICE 
319 GENERAL SURGERY 
320 GERIATRICS 
321 HAND SURGERY 
780 HEMATOLOGY 
790 INFECTIOUS DISEASES 
800 INTERNAL MEDICINE 
292 MAMMOGRAPHY 
323 NEONATOLOGY 
630 NEPHROLOGY 
325 NEUROLOGICAL SURGERY 
326 NEUROLOGY 
327 NUCLEAR MEDICINE 
230 NUTRITION 
328 OBSTETRICS/GYNECOLOGY 
329 ONCOLOGY  
330 OPHTHALMOLOGY 
272 ORAL AND MAXILLOFACIAL SURGERY 
810 ORTHOPEDIC 
331 ORTHOPEDIC SURGERY  
332 OTORHINOLARYNGOLOGY  
333 PATHOLOGY 
345 PEDIATRICS 
336 PHYSICAL MEDICINE 
337 PLASTIC, RECONSTRUCTIVE, COSMETIC SURGERY 
338 PROCTOLOGY 
339 PSYCHIATRY 
340 PULMONARY DISEASE 
341 RADIOLOGY 
830 RHEUMATOLOGY 
342 THORACIC SURGERY 
343 UROLOGY 
313 VASCULAR SURGERY 
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09 PHYSICIAN EMPLOYED PRACTITIONER 560 EPSDT SCREENING  (Must submit CLIA certification.  Must 
complete EPSDT Agreement.) 
093 PHYS. EMPLOYED CERT REG. NURSE PRACTITIONER 

10    PHYSICIAN EMPLOYED PRACTITIONER 100 PHYS. EMPLOYED PHYSICIAN’S ASSISTANT 

14 PODIATRIST 48 PODIATRY  
EQ QMB/EPSDT (Required Specialty) 

52 PRIVATE DUTY NURSING 580 PRIVATE DUTY NURSING 
To participate in the Technology Assisted (TA) Waiver for Adults program, 
a TA Waiver Addendum must be completed and submitted. 

55    PRIVATE PREVENTIVE HEALTH 
EDUCATION 

183   PREVENTATIVE HEALTH EDUCATION 

54 PSYCHOLOGIST 112 PSYCHOLOGY  
600 QMB/EPSDT (Required Specialty) 

01 REHABILITATION CENTER 560 EPSDT SCREENING  (Must submit CLIA certification.  Must 
complete EPSDT Agreement.) 
610 QMB ONLY  
012 REHABILITATION HOSPITAL 

30 RENAL DIALYSIS 300 HEMODIALYSIS  
630 NEPHROLOGY 

58 RURAL HEALTH (INDEPENDENT) 081 FREE STANDING RURAL HEALTH CLINIC 
560 EPSDT SCREENING (Must submit CLIA certification.  Must 
complete EPSDT Agreement.) 
095 NURSE MIDWIFE 
271 GENERAL DENTISTRY 

58 RURAL HEALTH (PROVIDER BASED) 185 PROVIDER BASED RURAL HEALTH CLINIC 
560 EPSDT SCREENING (Must submit CLIA certification.  Must 
complete EPSDT Agreement.) 
095 NURSE MIDWIFE 
271 GENERAL DENTISTRY 

03 SKILLED NURSING FACILITY 035 NURSING FACILITY 
26 TRANSPORTATION 260 EMERGENCY (Ground ambulance) 

268 FIXED WING  
261 HELICOPTER 

17 THERAPIST 171 OCCUPATIONAL THERAPY  
170 PHYSICAL THERAPY 
600 QMB/EPSDT (Required Specialty) 
173 SPEECH THERAPY 
(Hospital Based Therapists are not eligible to enroll.) 

 

 

One provider type per application must be circled, along with at least one 
relating specialty.  The specialties related to a specific provider type are 
blocked in the area across from the provider type.  Example: Provider Type 38 
is Private Duty Nursing, the only specialty that coincides with this provider type 
is P6, which is Private Duty Nursing. 
 

 
 



 

ALABAMA MEDICAID PROVIDER ENROLLMENT APPLICATION 
*All Information must be completed in the space below each block or marked “N/A.” 
*Original signature is required.  Copies or stamped signatures are not acceptable. 

ALL APPLICANTS MUST FILL OUT ACCORDINGLY 
 
NPI Number_________________ 
(Copy of notification from Enumerator 
required)  
 
APPLICATION TYPE: 
(Please check ONE) 
 

 
 

Please Check Applicable Boxes 
 

1 Individual Practitioner (0) 

 
The item selected in this 
area, relates to the 
performing provider 
name indicated on the 
line below. 1 Sole Proprietorship (1) 

SECTION I – GENERAL INFORMATION 
Last Name                   Generation (Sr., Jr., etc.)     First                    Initial       Title/Degree (as appears on license) 
 
 
(This is the name of the provider who performs the service.  Indicate name as is shown on the provider’s professional license.) 
Social Security Number (C) 
 
(Indicate the Social Security Number of the provider whose name is shown above for verification purposes.) 
Physical Address –(PROVIDER PHYSICAL STREET ADDRESS  
Number                       Street                                          Room/Suite                       City                              State      Zip + 4          County 
 
 
(This is the address at which the provider will be performing services.  If the provider has multiple sites of practice, an application is 
required for each site where Medicaid Services will be rendered.) 
Medicare Intermediary/Carrier                                                        Medicare Certification Date   (C) 
 
 
(The primary location shown on the Medicare certification letter should be identical to the physical address shown above.) 
Employer’s Tax ID Number               Legal Name According To The IRS 
 
 
(Tax information submitted in this section must match that which is indicated on the W-9 tax form in this application.) 
CLIA Number: (C) 
 
(Indicate CLIA certification number assigned for EPSDT Program participation and/or laboratory services.  Attach a copy of the CLIA 
certificate for verification purposes.) 
Contact Name                                              Contact’s Phone                              Contact’s Fax Number 
 
(Indicate the name and numbers of the person to be contacted if there are issues with the application of information presented.) 
Group/Payee Name 
 
 
(This is the name of the provider who receives the payment.  If this information differs from the provider who performs the services, 
a group application will be required.  Please contact, Provider Enrollment regarding exceptions at 1-888-223-3630 or (334) 215-0111.  
Please indicate only one group/payee name per application.) 
Payee Address – (PROVIDER’S PAYEE/MAILING ADDRESS) 
Number                       Street                                          Room/Suite                       City                              State      ZIP+4               County 
 
 
(This is the address at which the provider’s RA should be received.) 
Payee Phone                                             Toll-free Phone                                Fax Number 
 
(Indicate the numbers of the person to be contacted if there are issues with the payee information presented.) 
New Group □   Existing Group: □   Group’s Organizational NPI:________________ 
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SECTION I – GENERAL INFORMATION – Cont. 
 
Do you plan on using a billing agent to submit your Medicaid claims?  1Yes  1  No 
If yes, provide the following information about the billing agent: 
Billing agent name:__________________________________________________________________________  
 
Address: __________________________________________________________________________________  
 
Tax ID No.: ________________________________________________________________________________  
 
Contact person name: _______________________________________________________________________  
 
Telephone No.: ( ________ ) __________�_____________ 
 
 

Answer These Questions if Applicable 

SECTION II – UNIQUE STATUS INFORMATION 
Do you want to be enrolled as:            Yes No 

An EPSDT Screening Provider? 1     1 
(Must complete EPSDT agreement and provide a copy of a current CLIA certificate) 

A Plan First Provider? 1     1 
(Must complete the Plan First Agreement/Enrollment Form and the Agreement for Participation in the Plan First 
Program) 
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SECTION VI - SIGNATURE 
MUST BE SIGNED WITH AN ORIGINAL SIGNATUREOF THE ENROLLING PROVIDER 

To the best of my knowledge, the information supplied on this document is 
accurate and complete and is hereby released to EDS and the Alabama 
Medicaid Agency for the purpose of enrolling in the Alabama Medicaid 
Program.  

I hereby authorize, consent to, and request the release to the Alabama 
Medicaid Agency of any and all records concerning me, including, but not 
limited to, employment records, government records, and professional 
licensing records, and any other information requested by the Alabama 
Medicaid Agency for purposes of acting on my application to be an enrolled 
provider under the Alabama Medicaid program. 

Signature of applicant (or an authorized representative if you are enrolling  
as a provider group/supplier) 

 

____________________________________________________________  

Signature 

________________________________ ________________________  

Title Date 

Do Not Write In This 
Area 

(For Office Use Only) 

# ___________________

Date:________________

Initials: ______________

 

QC Date: ____________

QC Initials____________

 Out of State Providers:  

Indicate date(s) of service From:    To: 
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SECTION VI - SIGNATURE (Continued) 
PENALTIES FOR FALSIFYING INFORMATION ON THE MEDICAID HEALTH CARE  

PROVIDER / SUPPLIER ENROLLMENT APPLICATION 

1. 18 U.S.C. § 1001 authorizes criminal penalties against an individual who in any matter  
within jurisdiction of any depart or agency of the United States knowingly and willfully 
falsifies, conceals or covers up by any trick, scheme or device a material fact, or make any 
false, fictitious or fraudulent statements or representations, or makes any false writing or 
document knowing the same to contain any false, fictitious of fraudulent statement or entry. 

Individual offenders are subject to fines of up to $250,000 and imprisonment for up to 
five years. Offenders that are organizations are subject to fines of up to $500,000. 18 
U.S.C. § 3571 Section 3571(d) also authorizes fines of up to twice the gross gain 
derived by the offender if it is greater than the amount specifically authorized by the 
sentencing statute. 

2. Section 1128B(a)(1) of the Social Security Act authorizes criminal penalties against an 
individual who "knowingly and willfully makes or causes to be made any false statement or 
representation of a material fact in any application for any benefit or payment under a 
program under a Federal health care program. 

The offender is subject to fines of up to $25,000 and/or imprisonment for up to five 
years. 

3. The Civil False Claims Act, 31 U.S.C. § 3729 imposes civil liability, in part, on any person 
who: 

a)  knowingly presents, or causes to be presented, to an officer or an employee of the 
United States Government a false or fraudulent claim for payment or approval; 

b)   knowingly makes, uses, or causes to be made or used, a false record or statement to           
get a false or fraudulent claim paid or approved by the Government; or 

c)  conspire to defraud the Government by getting a false or fraudulent claim allowed or 
paid. 

 
4. Section 1128B(a)(1) of the Social Security Act imposes civil liability, in part, on any person 

(including an organization, agency or other entity) that knowingly presents or causes to be 
presented to an officer, employee, or agent of the United States, or of any department or 
agency thereof, or of any State agency… 
 

A claim…that the Secretary determines is for a medical or other item or service that the 
person knows or should know: 
 

a)  was not provided as claimed; and/or 
b)  the claim is false or fraudulent. 

 

This provision authorizes a civil monetary penalty of up to $10,000 per each item or 
service, an assessment of up to 3 times the amount claimed, and exclusion  
from participation in the Medicare program and State health care programs. 
 

5. The Government may assert common law claims such as "common law fraud," "money paid 
by mistake," and "unjust enrichment." Remedies include compensatory and punitive 
damages, restitution and recovery of the amount of the unjust profit. 
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PROVIDER AGREEMENT 

**Name of Provider _______________________  *NPI Number ______________________________  

**(Doing Business As) _____________________   

 _____________________________   
 
 
As a condition for participation as a provider under the Alabama Medicaid Program (MEDICAID), the 
provider (Provider) agrees to comply with all terms and conditions of this Agreement. 
 
I.  ALL PROVIDERS 

1.1  Agreement and Documents Constituting Agreement. 

A copy of the current Alabama Medicaid Provider Manual and the Alabama Medicaid 
Administrative Code has been or will be furnished to the Provider.  This Agreement is deemed to 
include the applicable provisions of the State Plan, Alabama Medicaid Administrative Code, and 
Alabama Medicaid Provider Manual, as amended, and all State and Federal laws and 
regulations.  If this Agreement is deemed to be in violation of any of said provisions, then this 
Agreement is deemed amended so as to comply therewith.  Invalidity of any portion of this 
Agreement shall not affect the validity, effectiveness, or enforceability of any other provision.  
Provider agrees to comply with all of the requirements of the above authorities governing or 
regulating MEDICAID.  Provider is responsible for ensuring that employees or agents acting on 
behalf of the Provider comply with all of the requirements of the above authorities. 

1.2 State and Federal Regulatory Requirements. 

1.2.1 Provider has not been excluded or debarred from participation in any program under Title XVIII 
(Medicare) or any program under Title XIX (Medicaid) under any of the provisions of Section 
1128(A) or (B) of the Social Security Act (42 U.S.C. § 1320a-7), or Executive Order 12549.  
Provider also has not been excluded or debarred from participation in any other state or federal 
health-care program.  Provider must notify MEDICAID or its agent within ten (10) business days 
of the time it receives notice that any action is being taken against Provider or any person defined 
under the provisions of Section 1128(A) or (B), which could result in exclusion from the Medicaid 
program  

1.2.2 Provider agrees to disclose information on ownership and control, information related to business 
transactions, and information on persons convicted of crimes in accordance with 42 C.F.R. Part 
455, Subpart B, and provide such information on request to MEDICAID, the Alabama Attorney 
General's Medicaid Fraud Control Unit, and/or the United States Department of Health and 
Human Services.  Provider agrees to keep its application for participation in the Medicaid 
program current by informing MEDICAID or its agent in writing of any changes to the information 
contained in its application, including, but not limited to, changes in ownership or control, federal 
tax identification number, or provider business addresses, at least thirty (30) business days prior 
to making such changes.  Provider also agrees to notify MEDICAID or its agent within ten (10) 
business days of any restriction placed on or suspension of the Provider's license or certificate to 
provide medical services, and Provider must provide to MEDICAID complete information related 
to any such suspension or restriction. 
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1.2.3 This Agreement is subject to all state and federal laws and regulations relating to fraud and abuse 
in health care and the Medicaid program.  As required by 42 C.F.R. §431.107, Provider agrees to 
keep any and all records necessary to disclose the extent of services provided by the Provider to 
individuals in the Medicaid program and any information relating to payments claimed by the 
Provider for furnishing Medicaid services.  Provider also agrees to provide, on request, access to 
records required to be maintained under 42 C.F.R. §431.107 and copies of those records free of 
charge to MEDICAID, its agent, the Alabama Attorney General's Medicaid Fraud Control Unit, 
and/or the United States Department of Health and Human Services.  All such records shall be 
maintained for a period of at least three years plus the current year.  However, if audit, litigation, 
or other action by or on behalf of the State of Alabama or the Federal Government has begun but 
is not completed at the end of the above time period, or if audit findings, litigation, or other action 
has not been resolved at the end of the above time period, said records shall be retained until 
resolution and finality thereof.   

1.2.4 The Alabama Attorney General's Medicaid Fraud Control Unit, Alabama Medicaid Investigators, 
and internal and external auditors for the state/federal government and/or MEDICAID may 
conduct interviews of Provider employees, subcontractors and its employees, witnesses, and 
recipients without the Provider's representative or Provider's legal counsel present unless the 
person voluntarily requests that the representative be present.  Provider's employees, 
subcontractors and its employees, witnesses, and recipients must not be coerced by Provider or 
Provider's representative to accept representation by the Provider, and Provider agrees that no 
retaliation will occur to a person who denies the Provider's offer of representation.  Nothing in this 
agreement limits a person's right to counsel of his or her choice.  Requests for interviews are to 
be complied with, in the form and the manner requested.  Provider will ensure by contract or other 
means that its employees and subcontractors over whom the Provider has control cooperate fully 
in any investigation conducted by the Alabama Attorney General's Medicaid Fraud Control Unit 
and/or MEDICAID.  Subcontractors are those persons or entities who provide medical goods or 
services for which the Provider bills the Medicaid program or who provide billing, administrative, 
or management services in connection with Medicaid-covered services. 

1.2.5 Provider must not exclude or deny aid, care, service or other benefits available under MEDICAID 
or in any other way discriminate against a person because of that person's race, color, national 
origin, gender, age, disability, political or religious affiliation or belief.  Provider must provide 
services to Medicaid recipients in the same manner, by the same methods, and at the same level 
and quality as provided to the general public. 

1.2.6 Provider agrees to comply with all state and federal laws relating to the preparation and filing of 
cost reports, audit requirements, and inspection and monitoring of facilities, quality, utilization, 
and records. 

1.2.7 Under no circumstances shall any commitments by MEDICAID constitute a debt of the State of 
Alabama as prohibited by Article XI, Section 213, Constitution of Alabama of 1901, as amended 
by Amendment 26.  It is further agreed that if any provision of this Agreement shall contravene 
any statute or Constitutional provision or amendment, whether now in effect or which may, during 
the course of the Agreement, be enacted, then that conflicting provision in the Agreement shall be 
deemed null and void.  The Provider’s sole remedy for the settlement of any and all disputes 
arising under the terms of this Agreement shall be limited to the filing of a claim against Medicaid 
with the Board of Adjustment for the State of Alabama. 

1.2.8 In the event litigation is had concerning any part of this Agreement, whether initiated by Provider 
or MEDICAID, it is agreed that such litigation shall be had and conducted in either the Circuit 
Court of Montgomery County, Alabama, or the United States District Court for the Middle District 
of Alabama, Northern Division, according to the jurisdiction of those respective courts.  This 
provision is not intended to, nor shall it operate to, enlarge the jurisdiction of either of said courts, 
but is merely an agreement and stipulation as to venue. 
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1.3 Claims and Encounter Data 

1.3.1 Provider agrees to submit claims for payment in accordance with billing guidelines and 
procedures promulgated by MEDICAID, including electronic claims.  Provider certifies that 
information submitted regarding claims or encounter data will be true, accurate, complete, and 
that such information can be verified by source documents from which data entry is made by the 
Provider.  Further, Provider understands that any falsification or concealment of a material fact 
may be prosecuted under state and/or federal laws. 

1.3.2 Provider must submit encounter data required by MEDICAID or any managed care organization 
to document services provided, even if the Provider is paid under a capitated fee arrangement. 

1.3.3 All claims or encounters submitted by Provider must be for services actually rendered by 
Provider.  Physician providers must submit claims for services rendered by another in accordance 
with MEDICAID rules regarding providers practicing under physician supervision.  Claims must be 
submitted in the manner and in the form set forth in the Alabama Medicaid Provider Manual, and 
within the time limits established by MEDICAID for submission of claims.  Claims for payment or 
encounter data submitted by the provider to a managed care entity or MEDICAID are governed 
by the Provider's contract with the managed care entity.  Provider understands and agrees that 
MEDICAID is not liable or responsible for payment for any Medicaid-covered services provided 
under the managed care Provider contract, or any agreement other than this Medicaid Provider 
Agreement. 

1.3.4 Federal and state law prohibits Provider from charging a recipient or any financially responsible 
relative or representative of the recipient for Medicaid-covered services, except where a 
copayment is authorized under the Medicaid State Plan. (42 C.F.R. §447.20).  The provider (or its 
staff) must advise each recipient when MEDICAID payment will not be accepted prior to services 
being rendered, and the recipient must be notified of responsibility for the bill.  The fact that 
Medicaid payment will not be accepted must be recorded in the recipient’s medical record. 

1.3.5 As a condition for eligibility for Medicaid benefits, a recipient assigns all rights to recover from any 
third party or any other source of payment to MEDICAID (42 C.F.R. §433.145 and §22-6-6.1, 
Code of Alabama 1975). Except as provided by MEDICAID's third-party recovery rules (Alabama 
Medicaid Administrative Code, Chapter 20), Provider agrees to accept the amounts paid under 
MEDICAID as payment in full for all covered services. (42 C.F.R. §447.15). 

1.3.6 Provider must refund to MEDICAID any overpayments, duplicate payments, and erroneous 
payments which are paid to Provider by MEDICAID as soon as the payment error is discovered. 

1.3.7 Provider has an affirmative duty to verify that claims and encounters are received by MEDICAID 
or its agent and implement an effective method to track submitted claims against payments made 
by MEDICAID. 

1.3.8 MEDICAID’S obligation to make payments hereunder is subject to the availability of State and 
Federal funds appropriated for MEDICAID purposes.  Further, MEDICAID’S obligation to make 
payments hereunder is and shall be governed by all applicable State and Federal laws and 
regulations.  In no event shall the MEDICAID payment exceed the amount charged to the general 
public for the same service. 

1.3.9 Provider shall not charge MEDICAID for services rendered on a no-cost basis to the general 
public. 

1.3.10 Provider is prohibited from offering incentives (such as discounts, rebates, refunds, or other 
similar unearned gratuity or gratuities) other than an improvement(s) in the quality of service(s), 
for the purpose of soliciting the patronage of MEDICAID recipients.  Should the Provider give a 
discount or rebate to the general public, a like amount shall be adjusted to the credit of 
MEDICAID on the MEDICAID claim form, or such other method as MEDICAID may prescribe.  
Failure to make a voluntary adjustment by the Provider shall authorize MEDICAID to recover 
same by then existing administrative recoupment procedures or legal proceedings. 
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1.3.11 Provider agrees and hereby acknowledges that payments made under this agreement are subject 
to review, audit adjustment and recoupment action.  In the event that Provider acquires or has 
acquired ownership of another MEDICAID provider through transfer, sale, assignment, merger, 
replacement or any other method, whether or not a new Agreement is required, Provider shall be 
responsible for any unrecovered improper MEDICAID payments made to the previous provider.  
An indemnification agreement between Provider and the previous provider shall not affect 
MEDICAID’S right to recovery. 

1.3.12 Provider agrees to comply with the provisions of the Alabama Medicaid Provider Manual 
regarding the transmission and receipt of electronic claims and eligibility verification data.  
Provider must verify that all claims submitted to MEDICAID or its agent are received and 
accepted.  Provider is responsible for tracking claims transmissions against claims payments and 
detection and correcting all claims errors.  If Provider contracts with third parties to provide claims 
and/or eligibility verification data from MEDICAID, the Provider remains responsible for verifying 
and validating all transactions and claims, and ensuring that the third party adheres to all client 
data confidentiality requirements. 

II.  RECIPIENT RIGHTS 

2.1. Provider must maintain the recipient's state and federal right of privacy and confidentiality to the 
medical and personal information contained in Provider's records. 

2.2. The recipient must have the right to choose providers unless that right has been restricted by 
MEDICAID or by waiver of this requirement from HCFA.  The recipient's acceptance of any 
service must be voluntary. 

2.2.1 The recipient must have the right to choose any qualified provider of family planning services. 

III. ADVANCE DIRECTIVES - HOSPITAL, HOME HEALTH, HOSPICE, AND NURSING HOME 
PROVIDERS 

3.1 The provider shall comply with the requirements of §1902(w) of the Social Security Act (42 USC 
§1396a(w)) as described below: 

3.1.1 Maintain written policies and procedures in respect to all adult individuals receiving medical care 
by or through the provider about patient rights under applicable state law to make decisions 
concerning medical care, including the right to accept or refuse medical or surgical treatment and 
the right to formulate advance directives; 

3.1.2 Provide written information to all adult individuals on patient policies concerning implementation 
of such rights; 

3.1.3 Document in the patient's medical record whether or not the individual has executed an advance 
directive; 

3.1.4 Not condition the provision of care or otherwise discriminate against a patient based on whether 
or not he/she has executed an advance directive; 

3.1.5 Ensure compliance with requirements of state law (whether statutory or recognized by the courts) 
concerning advance directives; 

3.1.6 Provide (individually or with others) for education for staff and the community on issues 
concerning advance directives; and 

3.1.7 Furnish the written information described above to adult individuals as required by law. 
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IV.      TERM, AMENDMENT, AND TERMINATION 

This Agreement will be effective from the date all enrollment documentation has been received and 
verified until the date the Agreement is terminated by either party.  This Agreement may be amended as 
required, provided such amendment is in writing and signed by both parties concerned.  Either party may 
terminate this Agreement by providing the other party with fifteen (15) days written notice.  MEDICAID 
may immediately terminate the Agreement for cause if the Provider is excluded from the Medicare or 
Medicaid programs for any reason, loses its licenses or certificates, becomes ineligible for participation in 
the Medicaid program, fails to comply with the provisions of this Agreement, or if the Provider is or may be 
placing the health and safety of recipients at risk.  MEDICAID may terminate this Agreement without 
notice if the Provider has not provided services to Medicaid recipients in excess of five (5) claims or 
$100.00 during the last fiscal year. 
 
 
Provider Signature         
(Must be an original signature) 

Date ______________________________________________________  
 
 

** This Agreement must be completed for enrollment purposes.  All five pages of the 
agreement are to be returned with this application.  Below is a guide to completing page 
1 of the Provider Agreement. 

COMPLETION TIPS 
 
• Information submitted on page 1 of the Provider Agreement, should match that which 

is indicated in Section I – General Information. 
• Name of Provider – Indicate the name of the individual or facility you are enrolling 

using this application. 
• (Doing Business As) – Indicate the name of the payee as shown in Section I – General 

Information. 
• Service Site – Indicate the physical location as shown in Section I – General 

Information. 
• Mailing Address – Indicate address to which general mail-outs should be sent.  General  

mail-outs does not include Remittance Advices or paper checks. 
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Additional Enrollment Forms 
W-9 Taxpayer Identification Number Request 

Electronic Funds Transfer Authorization Agreement 
Plan First Enrollment Form and Agreement for Participation 

EPSDT Agreement 
Statement of Compliance (2 copies) 
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W-9 
(Obtain TIN for payments other than interest, dividends, or Form 1099-B gross proceeds) 

Taxpayer Identification Number Request 
 
Please complete the following information.  We are required by law to obtain information from you when making a reportable 
payment to you.  If you do not provide us with this information, your payments may be subject to 31 percent federal income tax 
backup withholding.  Also, if you do not provide us with this information, you may be subject to a $50 penalty imposed by the 
Internal Revenue Service under section 6723. 
 
Federal law on backup withholding preempts any state or local law remedies, such as any right to a mechanic’s lien.  If you do not 
furnish a valid TIN, or if you are subject to backup withholding, the payor is required to withhold 31 percent of its payment to you.  
Backup withholding is not a failure to pay you.  It is an advance tax payment.  You should report all backup withholding as a credit 
for taxes paid on your federal income tax return. 
 
Instructions: 

Complete Part 1 by completing the row of boxes that corresponds to your tax status.  Complete Part 2 if you are exempt 
from Form 1099 reporting.  Complete Part 3 to sign and date the form. 

 
Part 1 Tax Status: (complete one row of boxes) 
 

Individuals: Individual Name: Individual’s Social Security Number (SSN): 
 
__ __ __ - __ __ - __ __ __ __ 
 

 
 

A sole proprietorship may have a ‘doing business as’ trade name, but the legal name is the name of the business owner. 
Sole Proprietor: Business Owner’s Name: Business Owner’s SSN or Employer ID Number: 

 
__ __ __ __ __ __ __ __ __ 
 

Business or Trade Name 

 
Partnership: Name of Partnership: Partnership’s Employer ID Number: 

 
__ __ - __ __ __ __ __ __ __ 
 

Partnership’s Name on IRS records 
(see IRS mailing label) 

 
A corporation may use an abbreviated name or its initials, but its legal name is the name on the articles of incorporation. 

Corporation, 
exempt charity, 
or other entity: 

Name of Corporation or Entity: Employer Identification Number: 
 
__ __ - __ __ __ __ __ __ __ 
 

 
Part 2 Exemption: If exempt from Form 1099 reporting, check here:   1  
   and circle your qualifying exemption reason below  
 

1. Corporation, except there is no exemption for medical and healthcare payments or payments for legal 
services. 

2. Tax Exempt Charity under 501(a), or IRA 
3. The United States or any of its agencies or instrumentalities 
4. A state, the District of Columbia, a possession of the United States, or any of their political subdivisions. 
5. A foreign government or any of its political subdivisions. 
 

Part 3 Signature: 
 
Person completing this form: ________________________________________________________________________ 
 
Signature: _______________________________________________________________________________________ 
 
Date: ___________________________________________________________________________________________ 
 
Phone: (______) __________________________________________________________________________________ 
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ELECTRONIC FUNDS TRANSFER (EFT) INFORMATION 
 
Electronic Funds Transfer (EFT) is the required payment method to deposit funds for claims approved for 
payment. These funds can be credited to either checking or savings accounts, directly into a provider's 
bank account, provided the bank selected accepts Automated Clearing House (ACH) transactions.  EFT 
also avoids the risks associated with mailing and handling paper checks, ensuring funds are directly 
deposited into a specified account. 

The following items are specific to EFT: 
 
• The release of direct deposits depends on the availability of funds. EFT funds are released as 

directed by the Alabama Medicaid Agency. The earliest date funds are available is Thursday 
mornings following the checkwrite (Friday in the event of a Monday State holiday). 

 
• Pre-notification to your bank takes place following the application processing. The pre-notification 

process takes place over a time frame of twenty-one (21) days. Direct deposits when owed to a 
provider will be made according to the release guidelines in the bullet above. The Remittance 
Advice (RA) furnishes the details of individual payments made to the provider's account during the 
weekly cycle. 

 
• The availability of RA reports is unaffected by EFT and they typically are received by the end of the 

week following the checkwrite. 
 
EDS must provide the following notification according to ACH guidelines: 
 

"Most receiving depository financial institutions receive credit entries on the day before the 
effective date, and these funds are routinely made available to their depositors as of the opening 
of business on the effective date.   

 
However, due to geographic factors, some receiving depository financial institutions do not 
receive their credit entries until the morning of the effective day and the internal records of these 
financial institutions will not be updated. As a result, tellers, bookkeepers, or automated teller 
machines (ATM) may not be aware of the deposit and the customer's withdrawal request may be 
refused.  When this occurs, the customer or company should discuss the situation with the ACH 
coordinator of their institution who, in turn, should work out the best way to serve their customer's 
needs." 
 
The effective date for EFT under the Alabama Medicaid Program is based on release of funds as 
directed by the Alabama Medicaid Agency. The earliest effective date is Thursday following the 
checkwrite (if funds were made available from the Agency for the particular provider). 

 
 
Complete the attached Electronic Funds Transfer Authorization Agreement. A voided check must be 
returned with the agreement to EDS. 
 
 
 



 

Alabama Medicaid Uniform Application  August 2008 
Secondary Packet Enrollment Forms  Version 1.0 

 
ELECTRONIC FUNDS TRANSFER AUTHORIZATION AGREEMENT 

 
Note:  Complete all sections below and attach a voided check or an official letter from the bank for 
verification purposes. 
Enter ONE group/payee Organizational NPI per form.  EFT information is an enrollment 
requirement. 
 

Type of Authorization  New  Change 
 
Provider Name Group/Payee Organizational NPI 
  
Payee Address Provider Phone No. 
  
  
Bank Name ABA/Transit No. 
          
Bank Phone No. Account No. 
                    
Bank Address  

 Checking 1 
 Savings 1 
 
I (we) hereby authorize Alabama Medicaid Agency to present credit entries into the bank account 
referenced above and the depository named above to credit the same to such account.  I (we) 
understand that I (we) am responsible for the validity of the information on this form.  If the company 
erroneously deposits funds into my (our) account, I (we) authorize the company to initiate the necessary 
debit entries, not to exceed the total of the original amount credited for the current pay period. 
 
I (we) agree to comply with all certification requirements of the applicable program regulations, rules, 
handbooks, bulletins, standards, and guidelines published by the Alabama Medicaid Agency or its fiscal 
agent.  I (we) understand that payment claims will be from federal and state funds, and that any 
falsification, or concealment of material fact, may be prosecuted under federal and state laws. 
 
I (we) will continue to maintain the confidentiality of records and other information relating to recipients in 
accordance with applicable state and federal laws, rules, and regulations. 
 
             
Authorized Signature (Original signature required)   Date 

 
             
Title        Internet Address (if applicable) 

 
             
Contact Name       Phone 

 
 

 
Input By   Date   
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PLAN FIRST AGREEMENT / ENROLLMENT FORM 
 

The completion of the attached form is necessary to ensure the provider's understanding of 
the acceptance of program requirements including, but not limited to the oral contraceptive 
distribution system. 
 
Please complete all required blanks and sign where indicated.  If you are enrolled for a clinic, 
please indicate based on the following instructions: 
 
1. I       - indicate the physician or clinic name. 
 

2. Executed - indicate the date you sign the contract. 
 

3. Signature - should be signed by the physician.  If a clinic provider, the person responsible 
for clinic administration (e.g. chief of staff, business office manager, etc.) should sign. 

 

4. Title - indicate whether this is the physician or the relationship of the signee to the clinic. 
 
Enrollment 
 
1. Please indicate this information, as it appears on the EDS file including your physical 

address. 
 

 

2. Contact - please indicate who should be called when questions about the program arise. 
 
 The completed form should be returned to: 
 

EDS Provider Enrollment 
Attn: Enrollment 
P.O. Box 241685 
Montgomery, AL  36124 
 
 

 



 

 

AGREEMENT FOR PARTICIPATION IN THE PLAN FIRST PROGRAM 
 
I       hereby enter into an agreement with the Alabama Medicaid 
Agency for participation in the Plan First. 
 
I agree to provide services as described in the family Planning, Plan First Application of the Alabama 
Medicaid Provider Manual and in accordance with the terms and conditions expressed in the Medicaid 
State Plan for Medical Assistance, the Administrative Code, the approved 1115 Research and 
Demonstration Waiver and all other federal and state laws and regulations as they pertain to my 
performance under this agreement.  I understand that these requirements are incorporated by 
reference into this agreement.  I understand that I am bound to follow all specifications, terms and 
conditions expressed in these manuals and documents, and that my failure to do so may result in 
termination of this agreement and recoupment of any or all funds paid under this agreement. 
 
I further agree that oral contraceptives provided to recipients enrolled in Plan First will be dispensed 
directly to them.  Therefore, this agreement also serves as an agreement with the Alabama Department 
of Public Health (ADPH) to receive oral contraceptives at no cost.  On behalf of myself and any 
and all practitioners associated with this medical office, group practice, health department, 
community/migrant/rural clinic, or other entity of which I am acting "physician-in-chief" or equivalent, I 
agree to the following: 
 

1. ADPH supplied oral contraceptives will be dispensed only to women age 19-44 who are Medicaid 
Plan First participants.  No more than a 12-month supply (13 packs) will be provided at one time. 

 

2. I will comply with the ADPH's requirements for ordering oral contraceptives. 
 

3. I understand the ADPH retains the right to validate and account for the oral contraceptives. 
 
Executed this       day of     , 200 . 
 
 
       
Signature 
 
             
Title       Typed / Printed Name 
 

Enrollment Information 
 
Name:              
 
Address (including street address and county)          
 
City        Zip:     NPI:    
 
Office Phone:       FAX#:        
 
Type of Enrollment:     Group      Individual 
 
Group or Clinic Name:           
 
Group/Payee NPI Number:      Contact Name:     
 
FOR EDS USE ONLY 
 
Date Accepted:     By:      Indicator Added:    
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EPSDT AGREEMENT 
 
I, the undersigned, agree to carry out the key components of a thorough medical well-child 
examination.  The examination/screen must, at a minimum, include: 
 
 a comprehensive health and developmental history (including assessment of both physical 

and mental health development), 
 
 a comprehensive unclothed physical exam, 

 
 appropriate immunizations according to age and health history, 

 
 laboratory tests (including blood lead level assessment appropriate for age and risk factors), 

 
 health education (including anticipatory guidance), and 

 
 treatment and/or referral, if indicated. 

 
In addition, I understand that the performance of these services must be documented, as all 
medical records pertaining to the EPSDT Program are subject to audit by federal and state 
agency representatives.  Also, I agree to follow up on all referred cases and to document 
whether or not the initial referral visit was kept by the recipient. 
 
 
         
Provider’s Printed Name  
 
 
       
Provider’s Signature 
(Original signature required) 
 
 

The Alabama Medicaid Agency does not enroll providers in the VFC Program. 
 
To enroll in the VFC Program, contact the Alabama Department of Public Health, 
Immunization Division at (800) 469-4599. 
 
 



 

 
STATEMENT OF COMPLIANCE 

 
 

Assurance is hereby given that in accordance with Title VI of the Civil Rights Act of 1964 (42 U.S.C. 

2000d et seq.), Section 504 of the Rehabilitation Act of 1973 (29 U.S.C. 70b), the Age Discrimination Act 

of 1975 (42 U.S.C. 6101, et seq.), the Americans with Disabilities Act of 1990, and the Regulations issued 

thereunder by the Department of Health and Human Services (45 CFR Parts 80, 84, and 90) no individual 

shall, on the ground of race, sex, color, creed, national origin, age, or handicap be excluded from 

participation in, be denied the benefits of, or be otherwise subjected to discrimination under any program 

or services by this institution. 

 
 
       
Signature (Original signature required) 
 
 
       
Typed or Printed Provider’s Name 
 
 
       
Date 
 
 

Agency Copy (Return with application) 
 
CR FORM-2 
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STATEMENT OF COMPLIANCE 

 
 

Assurance is hereby given that in accordance with Title VI of the Civil Rights Act of 1964 (42 U.S.C. 

2000d et seq.), Section 504 of the Rehabilitation Act of 1973 (29 U.S.C. 70b), the Age Discrimination Act 

of 1975 (42 U.S.C. 6101, et seq.), the Americans with Disabilities Act of 1990, and the Regulations issued 

thereunder by the Department of Health and Human Services (45 CFR Parts 80, 84, and 90) no individual 

shall, on the ground of race, sex, color, creed, national origin, age, or handicap be excluded from 

participation in, be denied the benefits of, or be otherwise subjected to discrimination under any program 

or services by this institution. 

 
 
       
Signature (Original signature required) 
 
 
       
Typed or Printed Provider’s Name 
 
 
       
Date 
 
 

Agency Copy (Return with application) 
 
CR FORM-2 
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APPLICATION CHECK LIST 

DID YOU REMEMBER TO: 
COMPLETE AND ENCLOSE THE FOLLOWING REQUIRED FORMS: 

 Type and Specialty Sheet 

 Completed Section I – General Information 

 Completed Section II – Unique Information 

 Section VI – Signature Page * 

 Alabama Medicaid Agency Provider Agreement ** 

 IRS W-9 Form 

 Electronic Funds Transfer Form (EFT)*** 

 Statement of (Civil Rights) Compliance Form **** 
* Submit both pages of the Section VI – Signature Page. 
** Submit all pages of the Provider Agreement. 
*** EFT is only applicable in the individual provider’s application if the provider is enrolling independently.  If 
the provider is enrolling as a part of a group/payee, EFT should be completed in the group/payee application. 
**** Submit only the Agency Copy of the Statement of Compliance Forms. 

ENCLOSE THE FOLLOWING ATTACHMENTS/FORMS IF APPLICABLE: 
 Copy of License 

 Copy of CLIA Certificate, if applicable. 

 Copy of Certification of Mammography Systems for all providers rendering mammography services, if 
applicable. 

 Copy of voided check or official letter from bank for the purpose of verifying EFT information. 

 EPSDT Agreement, if applicable. 

 Plan First Agreement/Enrollment Form and Agreement to Participate in the Plan First Program, if 
applicable. 

ORIGINAL SIGNATURES ARE REQUIRED ON THE FOLLOWING DOCUMENTS: 

 Completed Section VI – Signature Page 

 Alabama Medicaid Agency Provider Agreement 

 EPSDT Agreement 

 Statement of Compliance (2 copies) 
 

 
PLEASE RETAIN A COPY OF ALL DOCUMENTS FOR YOUR RECORDS 
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CONTACT INFORMATION 

Written Communication 

 
Pharmacy, Dental, UB-04, CMS-1500, 

Medicare Related Claims and Prior 
Authorization (includes Medical Records) 

 
EDS 
P.O. Box 244032 
Montgomery, AL 36124-4032 

 
Inquiries, Provider Enrollment Information, 

Provider Relations, and diskettes for 
Electronic Claims Submission (ECS) 

 
EDS 
P.O. Box 241685 
Montgomery, AL 36124-1685 

 
Adjustments/Refunds 

 
EDS 
P.O. Box 241684 
Montgomery, AL 36124-1684 

Telephone Communication 

Automated Voice Response System (AVRS) (800) 727-7848 
Provider Assistance Center (800) 688-7989 
Provider Enrollment (888) 223-3630 
Provider Relations Representatives (800) 688-7989 
Electronic Media Claims (EMC) Help Desk (800) 456-1242 
EDS Operator (334) 215-0111 
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